. ERCP was carried out on the next day, and a 3.6 mm sized filling defect was seen in the left hepatic duct. After endoscopic sphincterotomy, the stone in the left hepatic duct was removed with a balloon catheter. Cholangiogram obtained after stone removal showed an accessory cystic duct draining the right hepatic duct (Fig. 2) . Subsequent MRCP showed no remaining stone and the same finding as that of endoscopic retrograde cholangiogram (Fig. 3) . After a thorough discussion of the patient's anatomic variant with the general surgeon, the patient underwent laparoscopic cholecystectomy. On careful dissection of the gallbladder from liver bed, a tubular structure was found running from liver bed to the body of the gallbladder. The tubular structure was clipped close to an accessory cystic duct and the gallbladder end was divided. A careful examination during the surgery confirmed the preoperative finding of an accessory cystic duct draining the right hepatic duct (Fig. 4) . A pathological examination after the operation showed chron- 
DISCUSSION
Anatomic variations in the biliary structure are a result of complex embryological development. 3 The biliary tract has more anomalies in 1 cm 3 of space in the cystic duct region than any other part of the human body. 4 This anatomic variability usually creates difficulties for surgeons. Careful exploration of Calot's triangle and an exact identification of the extra-hepatic biliary tree are important to avoid biliary complications during cholecystectomy. Failure to identify these differences may result in inadvertent ductal ligation, bile leak, or a stricture after the laparoscopic cholecystectomy. This result causes significant morbidity which has been reported to occur in 0.2-2% of cases after laparoscopic cholecystectomy. 5 To prevent these complications, surgeons must have a sound knowledge of the basic biliary tract anatomy as well as its surgical implications. 6 Retrospective study of intraoperative cholangiograms have shown up to 20% of patients have anatomical variations in the biliary tree. 7 Talpur et al. 2 found that frequency of cystic duct variants is 4.33%. The most common variation observed was a short cystic duct (2.67%), followed by a long cystic duct (1%), accessory cholecystohepatic duct (0.67%). This case was an accessory cystic duct draining into the right hepatic duct with chronic calculous cholecystitis. Kang et al. 8 reported a case of a cystic duct draining into the right hepatic duct along with acute pancreatitis.
It is difficult to diagnose these variants before cholecystectomy by routine investigations for gallbladder diseases.
However, special investigations such as CT, percutaneous transhepatic cholangiography, ERCP, and MRCP are of value to delineate normal anatomy as well as cystic duct variants. In this case, we performed ERCP and MRCP.
However, these anomalies often turn out to be unexpected findings during laparoscopic surgery and are usually detected accidentally during an operation; thus, surgeons must identify all structures carefully. Failure to recognize certain anatomical variants may lead to bile duct damage resulting in serious morbidity and sometimes mortality. 9 The basis of major duct injury is the misidentification of the biliary anatomy during dissection of the cystic duct. In this case, there was a risk that the right hepatic duct may be mistaken for the accessory cystic duct and tied off and divided where it joins the left hepatic duct. Preoperative identification of the anatomic variant and a careful examination during the surgery prevented surgical complications.
In conclusion, congenital anomalies and anatomic varia- 국문 색인: 담낭관, 기형들, 담낭염, 총담관결석증
